who have been tested for HIV, and examining barriers to testing among a convenience sample of Montana's AI/AN populations, we hope that this study will not only add to the understanding of the distribution of HIV/AIDS among Montana's AI/AN communities, but also illuminate the barriers to HIV counseling and testing (HIV C&T). At the time of the assessment, 10 of the 35 members identified as AI/AN and were representative of tribes and communities throughout the state. In planning for the assessment, the researchers, in conjunction with the MTDPHHS, scheduled three meetings with the AI/AN members of the MT CPG. Six to eight AI/ANs representing five of Montana's seven reservations were present at the meetings. The goals of the series of meetings were to determine the specific purpose of the assessment; to decide who should lead and direct the assessment; and to determine how, when, and where data collection should take place. The group determined that the researchers would gather preliminary information and bring it to subsequent meetings.
BACKGROUND
Preliminary informal data gathering efforts included phone calls to all seven Indian Health Service (IHS) clinics in Montana. Researchers spoke with public health nurses at six of the seven clinics and explained that the purpose of the phone call was to inquire about the feasibility of working with IHS clinics to gather HIV testing information. Testing information would be used to assist the MT CPG in developing HIV prevention interventions for AI/ANs in Montana. Specific information about testing was not solicited at this time. Nurses were asked, however, for their "best guesses" regarding numbers of HIV tests given annually at the clinics. Estimated numbers of tests conducted at each clinic varied greatly from clinic to clinic. This information, along with information about teen pregnancy and STD rates among AI/ANs, was brought back to the group during the third meeting.
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AI/AN MT CPG members organized a fourth meeting to discuss their role, and the role of the researchers, in the data collection process. During this meeting, the AI/AN MT CPG members decided that data gathering efforts would be best received by IHS and tribal leaders if representatives from each reservation took ownership of the process and gathered testing information specific to the reservation where they resided. As a result of this decision, the researchers chose to focus their efforts on collecting information from urban Indian centers and from state-funded testing sites with a history of testing high numbers of AI/ANs. The present assessment, therefore, was not designed to be a comprehensive examination of "all testing sites" in Montana. Rather, it was designed as an examination of state-funded sites that were required to report test results directly to the state public health department. The purpose of this assessment was to use multiple sources of information to contribute to an understanding of the distribution of HIV/AIDS among the AI/AN communities in Montana and to illuminate some of the challenges AI/ANs encounter when seeking to know their HIV status.
METHODS
To construct a more in-depth picture of the demographic characteristics and risk behaviors of individuals who were being tested for HIV, data from three existing sources and one new source were used. First, information from the CDC standardized counseling and testing intake forms for The Barriers to HIV Testing Questionnaire developed for this study included three sections: 1) demographic questions, 2) questions about barriers to HIV C&T, and 3) questions about motivations for seeking an HIV test. Categories and wording for demographic questions were taken directly from the MTDPHHS HIV C&T forms. Questions regarding barriers to and motivations for accessing an HIV test were adapted from an earlier University of Montana study assessing the barriers to HIV testing among four high-risk groups in Montana (Mochi, 1997) , as well as from a review of the literature regarding barriers to HIV testing. The instrument was reviewed by staff at the MTDPHHS STD/HIV Prevention Section and by staff at each of the nine HIV testing sites chosen to distribute the questionnaires. A few minor edits were made to the questionnaire following the review. However, no major adaptations to the questionnaire were suggested by the reviewers.
Data Collection
The Barriers to HIV Testing Questionnaire was distributed to four MTDPHHS-funded testing sites. The state-funded sites were chosen based on numbers of AI/ANs who sought HIV C&T services in 2007; the five sites with the highest numbers were chosen. One site, however, declined to participate in the study. Staff at the MTDPHHS-funded sites asked all eligible AI/ANs over the age of 18 who came in for an STD and/or HIV test to volunteer to complete the questionnaire.
All five urban Indian centers in Montana also were asked to assist with questionnaire distribution. The HIV/STD Section Supervisor at the MTDPHHS sent an introductory letter to the urban Indian centers explaining the purpose of the assessment and asking clinics to participate. Following the letter, a researcher visited in person with staff at each of the centers to explain the purpose of the assessment, to describe procedures for distributing questionnaires, and to request the center's participation. Staff at the five urban Indian centers agreed to participate and consequently asked all individuals over the age of 18, regardless of the purpose of their health care visit, to volunteer to complete the questionnaire.
At all questionnaire distribution locations, individuals who chose to participate were given a packet containing an informed consent form, a two-dollar incentive, and a self-addressed pre-paid envelope. Participants were invited to complete the questionnaire at the clinic or finish it at a time more convenient for them and mail it to the researchers in the provided envelope.
Information for this assessment also was collected from three existing data sources. First, this study utilized information from existing HIV C&T intake forms. Montana HIV testing contractors utilize standardized machine-readable intake forms that were developed by the CDC in 1990 and A synthesis of information from all four data sources is provided in this paper. We report results, discuss key findings, and offer recommendations based on the conclusions drawn from this study.
DATA ANALYSIS
The study was intended to be descriptive; therefore, complex statistical analyses of the data were not performed. Rather, the researchers looked at actual counts and frequency of responses. 
RESULTS

Primary Data
Barriers to HIV Testing Questionnaire Results
A total of 275 questionnaires were distributed among the nine sites. The number of questionnaires delivered to each site was based on site staff members' estimate of the number of questionnaires they might be able to distribute in a four month time period. Urban Indian centers requested a total of 175 questionnaires and returned 103 for a return rate of 59%. State-funded sites requested a total of 100 questionnaires and returned 54 for a return rate of 54%. Overall, of the 275 questionnaires distributed to sites, 161 were completed. Four questionnaires were removed from the analysis because the respondents did not meet the criteria of being over the age of 18, leaving 157 valid questionnaires for a total return rate of 57%.
Demographic characteristics
Females (n = 89) returned the questionnaire at a higher rate than males (n = 68). Ages ranged from 18 to 75 years, with the largest represented age group being 45 years or older (37%). Of all respondents, 90% reported being heterosexual. The remaining 10% reported their sexual orientation as bisexual, homosexual, uncertain, or other. The vast majority of the respondents (82%) reported living off reservation. Nine tribes were represented by the 137 respondents (87%) who reported being enrolled members of a tribe.
Barriers to HIV testing
The questionnaire's main purpose was to assess both real and perceived barriers to getting tested for HIV in Montana. The statement on the questionnaire read, "My reasons for NOT getting tested, or for waiting until today to get tested for HIV, include: (check all that apply)." This statement was followed by a comprehensive list of 26 barriers that was compiled from earlier studies. Barriers reported among both males and females were similar. The five barriers that were checked most frequently were:
• I am at low or no risk (reported by 43%);
• I am in a monogamous relationship (reported by 18%);
• I usually practice safe sex (reported by 14%);
• Fear of people finding out (reported by 14%); and Three main themes evolved from responses to the open-ended question, "Can you suggest some ways in which this clinic could make it easier for American Indians to get tested for HIV/ AIDS?" The themes are described below:
• Confidentiality was the number-one suggestion respondents wrote on the questionnaire.
Most respondents simply wrote the word "confidentiality." Some, however, expanded on the issue and explained why confidentiality was a barrier to testing. One respondent summed up the issue of confidentiality with these words: "Confidentiality is a huge issue. Any town in Montana is a fairly small community, smaller in Indian circles and you are bound to be related to or know someone who works at the clinics. I personally don't use any services at the Indian center just because as soon as you walk in you see someone you know and they immediately start questioning your reason for being there. I get calls from my family members asking why I was there because they've already heard about it."
• The need to promote HIV testing also was a common response to the open-ended question.
Several respondents mentioned the need to "get the word out" about where, when, and who should be tested. One person wrote, "There needs to be more TV ads, magazine ads, etc. for Indian country."
Another said, "Post notes and fliers at the colleges of upcoming events and clinics. Some Indian students from out of town might not know where the Indian center is or might not know there is one."
• The importance of incentives as a motivating factor, the need for rapid testing technology, and the need to offer HIV testing during the annual exam to make it more accessible, also were offered as suggestions. One respondent wrote, "Indians love free incentives! Nobody likes to pay, but we love free stuff." Another individual wrote, "Offer the test for free or ask during annual exams or physicals."
In an effort to determine if barriers to HIV testing in Montana had changed over time, data from this study were compared with the only other available information specific to AI/AN testing barriers in Montana. Mochi, in 1997 , distributed approximately 600 questionnaires to AI/AN health educators in four regions of the state. The health educators were asked to give the questionnaires to a convenience sample of AI/ANs over the age of 18 who were living on reservations in those regions. Completed questionnaires were mailed directly to the researcher in a self-addressed, stamped envelope that was provided. The number of questionnaires that were actually given to members of the target population was not recorded; however, sixty-seven were completed and returned to the researcher. Table 1 
Motivation for testing
Thirty-seven individuals who visited the MTDPHHS-funded sites and completed the Barriers to HIV Testing Questionnaire indicated on the questionnaire that the purpose of their visit was to receive an HIV test. Those individuals were asked to report their motivation for seeking the test.
The five most frequent responses are listed below. Respondents were asked to "check all that apply."
• Knowing my status helps me feel safe (reported by 50%);
• I had unprotected sex (reported by 38%);
• I am getting paid to test (reported by 16%);
• It is part of my yearly checkup (reported by 8%); and
• I am pregnant (reported by 5%).
SECONDARY DATA HIV C&T Intake Forms Results
All HIV C&T intake forms submitted by testing sites to the state from January 1, 2007 
Demographics
Males comprised a larger percentage of the total tests than females, with 53% of tests indicating male and 47% of tests indicating female at state-funded sites in 2007. Ages ranged from 14 to 78 years. The mean age of those tested was 32, while the most frequently reported age was 26. Fifty-eight percent of all respondents had been tested for HIV in the past.
Risk Behaviors
Only 10% of those being tested did not report engaging in behaviors that put them at risk for HIV; 90% had participated in one or more behaviors placing them at a higher risk for infection. The majority of individuals, both male and female (53%, n = 521), reported having sex with a person of unknown HIV status as the biggest risk factor for HIV/AIDS. 
Monetary Incentives to Test
Of the 975 forms that indicated whether an incentive was offered to encourage people to be tested for HIV, 516 (53%) indicated that the person who received the test was offered an incentive.
The testing site at Salish Kootenai College conducted nearly 30% of the total number of tests reported to the MTDPHHS that were received by AI/ANs in 2007. Incentives were offered to 98% of individuals who were tested at that site. Incentives were advertised through posters and electronic social networking systems (e.g., Facebook), and consisted of gift cards valued at $10 to $20 for area discount or grocery stores. Individuals were given the incentive after completing both the HIV test and an exit survey (N. Graham, personal communication, February 16, 2011) .
Behavioral Risk Factor Surveillance System Results
The BRFSS slightly oversampled AI/ANs to ensure that the weighted frequencies approximated the population proportion. Data for 2007 were obtained to determine the number of AI/ANs who reported having been tested at all testing sites, whether public or private. Information from the BRFSS indicated that AI/ANs were testing at a greater rate than were Whites (39% vs. 31%, respectively). In response to the question "Where did you have your last HIV test?" over 80% of Whites and AI/ANs reported receiving their tests at one of four major sites. Percentages of individuals tested at those sites are listed in Table 3 below (MTDPHHS, 2007) . 
Epidemiological Data Results
As of
DISCUSSION
One of the primary purposes of this study was to add to the understanding of the distribution of HIV/AIDS among Montana's AI/AN communities. The following section highlights information from state epidemiologic data that contributes to our knowledge of the infection among AI/AN people in Montana. 
Prevalence of HIV/AIDS among AI/ANs in Montana
HIV C&T Barriers among AI/ANs in Montana
A second major purpose of this study was to explore the barriers to HIV testing. It is especially critical to break down barriers to testing in AI/AN communities because of the health care disparities they face. A study conducted by Kaufman et al. (2007) showed that testing is particularly important among AI/ANs, as these populations experience a faster progression from HIV diagnosis to AIDS than any other racial group in the U.S. They also experience some of the lowest survival rates after diagnosis. In 2001, 48% of AI/ANs diagnosed with HIV were subsequently diagnosed with AIDS within 12 months, compared with 40% for the general population (Kaufman et al., 2007) . One potential explanation for this phenomenon is that AI/ANs delay HIV testing until they develop symptoms associated with AIDS. Early testing for HIV could improve survivals rate of AI/ ANs infected with the virus. It is important, therefore, to assess the barriers to testing and reduce or eliminate those barriers if possible.
In the present study, the number-one barrier to testing, as reported by the 157 individuals who completed the Barriers to HIV Testing Questionnaire, was "not being at risk for HIV/AIDS." Interestingly,14 years ago, the only other study that examined barriers to HIV testing on Indian reservations in Montana also found that "not being at risk for HIV/AIDS" was the number-one barrier to testing (Mochi, 1997) . This perception may be reasonable given the relatively low incidence of HIV/AIDS among AI/ANs in Montana. One major difference between the barriers reported in the 1997 study and in the current study related to distrust of the health department. In 1997, nearly 24% of the respondents reported that they did not trust the health department, while in the current study, only about 6% reported distrust as a barrier to receiving an HIV test. This difference may reflect a more positive relationship between AI/ANs and county public health departments in the past 14 years, or it may reflect current respondents' reluctance to admit to a distrust of public health departments. More likely, however, it reflects a difference in the populations that were assessed in the two studies. Participants in the 1997 study lived on reservations, while most of the participants in the current study lived in more urban areas. It seems plausible, therefore, that AI/ANs living off reservation may have greater exposure to and contact with the majority culture, and may have adapted their behavior and thinking to more closely match the prevailing view that health departments are safe places to receive preventive health services. Acculturation may be responsible, not only for the possible greater trust in health departments, but also for the dramatic decrease from 1997 to 2008 in the percentage of individuals who reported "not knowing where to get tested."
Another interesting change in the past 14 years is in the number of people who reported "usually or always practicing safe sex" as barrier to testing. In 1997, approximately 60% of questionnaire respondents reported that they did not seek an HIV test because they "usually or In addition to reducing barriers to testing, it is also important to understand an individual's motivation for seeking an HIV test. Of the respondents in this study who visited an urban Indian or a public health clinic for testing and completed the Barriers to HIV Testing Questionnaire, nearly half reported they tested because "knowing their status helped them to feel safe." Over one-third of the questionnaire respondents were motivated to test after having unprotected sex, while nearly one-sixth reported being motivated to test because they were offered an incentive. The important role of incentives as a motivating factor in seeking an HIV test is most apparent in the data gathered from the HIV C&T intake forms, where approximately half of individuals who tested at state-funded sites reported being offered a monetary incentive to test. Seventy percent of those incentives were
given to individuals who were tested for HIV at the Salish Kootenai College testing site on the Flathead Reservation--a site that administered approximately one-third of all tests given to AI/ ANs at state-funded sites. While receiving a gift certificate to a discount and/or grocery store, in and of itself, may motivate individuals to get an HIV test, it is possible that receiving an incentive encourages individuals to get tested because it reduces the stigma of HIV testing. If individuals are asked by family or friends why they were motivated to test, they can attribute their motivation to their desire for an incentive rather than to their participation in high-risk behaviors such as injection drug use or unprotected sex. Awareness of both motivations for and barriers to testing can be useful 
LIMITATIONS OF THE STUDY
There are several important limitations regarding the data collected for this study.
Barriers to Testing Questionnaire
Data collected from the questionnaires were self-reported. Information was dependent upon participants' memory of previous experiences and willingness to answer questions honestly.
Furthermore, distribution of questionnaires was dependent on health clinic workers at the participating sites. The questionnaire only represents responses of the volunteers and cannot be applied to AI/AN populations as a whole. Data also do not represent all possible testing sites available in Montana.
HIV C&T Intake Forms
The HIV C&T intake forms were supplied by the HIV/STD Section of the MTDPHHS.
Individuals who conduct tests at state-funded sites are required to complete the forms to comply with the CDC surveillance regulations. Individuals who perform tests at IHS sites or tribal health clinics on reservations, as well as those who perform tests at private sites both on and off reservations, are not required to complete the CDC forms. Thus, data from the forms do not represent all AI/ANs who received an HIV test in 2007. Nor do the forms provide information about respondents' area of residency; therefore, we were unable to determine whether urban, rural, and reservation residents face different barriers to testing. Further research is recommended to investigate this possibility. In addition, the accuracy of the information on the forms is dependent on clients' ability and willingness to self-report past behaviors.
Behavioral Risk Factor Surveillance System
The BRFSS is an ongoing telephone survey conducted by the MTDPHHS in collaboration with the CDC, and is the primary source of state-based information on health risk behaviors among the adult population (MTDPHHS, 2007) . To account for limitations of gathering data through a telephone interview, final data from the BRFSS are weighted, taking into account four factors: the basic probability of selection among subsets of area code/prefix combinations, the number of adults in the respondent's household, the number of telephones in the household, and the number of people in an age-by-sex or age-by-race-by-sex category in the population of the state. The weights for each relevant factor are multiplied together to get a final weight (CDC, 2009) . Even after taking into account weighted data, it is possible this data set does not accurately represent the entire AI/ AN population in Montana.
Epidemiological Data
Montana's state epidemiologic report only includes cases of HIV/AIDS reported in Montana.
There may, in fact, be HIV-positive individuals residing in the state who reported positive elsewhere.
Furthermore, sample sizes remain a limitation in states like Montana with low case rates. When data are stratified, numbers may become extremely small. The addition of one case may show a large percentage difference between strata, when there is no significant or practical difference.
CONCLUSIONS
This study was an attempt to examine multiple sources of information regarding HIV/ AIDS among AI/ANs in Montana and to use that information to gain further understanding of the epidemic as it exists in AI/AN populations. Four sources of data were reviewed: the Barriers to HIV Testing Questionnaire, CDC standardized HIV C&T intake forms, information on HIV testing from the BRFSS, and state of Montana epidemiologic data. It is worthwhile to remind readers that HIV testing data collected for this assessment focused on urban Indian centers and on testing sites that receive funding from the state public health department. The conclusions drawn from this study should, therefore, be examined in light of the limitations discussed above. among AI/ANs, despite strong indicators that many individuals are engaging in behaviors that place them at risk. NASTAD (2008) notes that even health care professionals have a difficult time accepting the importance of HIV/AIDS prevention work when there are few reported cases and many other major health challenges affecting AI/AN populations that require attention. One potential strategy for overcoming this barrier is to integrate HIV prevention education into broader programs that already have culturally appropriate infrastructure in place and where similar behaviors are addressed (e.g., STD and teen pregnancy education and prevention programs). In Montana, where teen pregnancy (MTDPHHS, 2008) and STDs rates are high (MTDPHHS, 2010) and HIV rates are relatively low, young people may find more relevance, and therefore be more receptive, to messages that combine HIV prevention information with STD and pregnancy prevention information.
"Fear of people finding out" has long been a barrier to accessing HIV prevention and testing services. In Montana, this issue has been addressed in several ways. Individuals who are trained to administer HIV tests take their testing services to places where AI/ANs gather socially.
Community events both on and off reservations are frequently attended by outreach workers who offer HIV testing in conjunction with preventive services related to other important health issues such as STDs or Hepatitis C. As part of these outreach efforts, an incentive for HIV testing often is offered. The incentive serves to motivate individuals to be tested and also may reduce the stigma of getting an HIV test by offering high-risk individuals an alternative explanation for receiving a test. Receiving a test at a large urban testing center also appears to mediate the "fear of people finding out." Such testing centers appear to offer more anonymity and inspire confidence that the visit will be kept confidential.
Another significant barrier to HIV prevention among AI/ANs in Montana is the high rate of substance use. In this assessment, examination of risk behaviors reported on HIV C&T forms revealed that nearly one half of individuals receiving an HIV test reported having sex while intoxicated or on drugs. Since behaviors associated with substance use have been linked with the transmission of HIV, it seems important to incorporate HIV/AIDS prevention education into existing substance use prevention and/or treatment programs on and off reservations. Recommendations for integrating prevention programs by pooling resources, targeting individuals whose behaviors place them at highest risk, and increasing the relevance of HIV prevention messages by combining them with messages related to more salient health issues (e.g., teen pregnancy, STDs, substance abuse) are particularly relevant for AI/ANs communities in rural, low-incidence states like Montana where resources are extremely limited and where low perception of risk is an impediment to the promotion of HIV prevention behavioral risk reduction.
We hope that the information gathered in this assessment will add to readers' understanding of the impact of HIV/AIDS on AI/ANs living in Montana. Unfortunately, the picture drawn by this assessment is incomplete. In order to complete the picture, future research should include information about HIV testing and barriers specific to each reservation. Building positive relationships that foster information sharing among tribal programs, urban Indian centers, IHS, the state's communicable disease surveillance program, and researchers should be an important component of future research.
Working together, these diverse entities will be able to provide a more in-depth understanding of 
